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Y 000 Initial Comments Y 000

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

This Statement of Deficiencies was generated as
a result of an annual State Licensure surveying
conducted in your facility on 3/23/11. This State
Licensure survey was conducted by the authority
of NRS 449.150, Powers of the Health Division.

The facility is licensed for six Residential Facility
for Group beds which provide care to persons
with Alzheimer's disease, Category ll residents.
The census at the time of the survey was four.
Four resident files were reviewed and three
employee files were reviewed.

The facility received a grade of B.

The following deficiencies were identified:

B e A G St

Y 740 448.272(1)(a)-(c) Indwelling Catheter Y 740
SS=E

NAC 449.272

1. A person who requires the use of an indwelling
catheter must not be admitted to a residential
facility or be permitted to remain as a resident of
a residential facility unless:

(a) The resident is physically and mentally
capable of caring for all aspects of the condition,
with or without the assistance of a caregiver.

(b) irrigation of the catheter is performed in
accordance with the physician’s orders by a
medical professional who has been trained to
provide that care.

f deficiencies are cited, an approved plan of correclion must be returned within 10 days after psceipt of thig stat t of deficiencies.
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facility with a resident who requires the use of an Il eARe  Anp The. SI91S
indwelling catheter shall ensure that: SympTem3 oF o7,
(a) The bag and tubing of the catheter are ‘}b
changed by: bz AL eHads Wil Be ,
(1) The resident, with or without the Redieewed jmmeb: mtckY
assistance of a caregiver. FoR sp eee Fre, “TRAIN r\/j
{2) A medical professional who has been : . ,
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(d) The bag of the catheter is emptied by a \ /
caregiver who has received instruction in the © LI/ 15[l "
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dehydration.
This Regulation is not met as evidenced by:
Based on observation and interview on 3/23/11,
the facility failed to ensure the caregivers of 1 of 2
residents (Resident #1), who had an indwelling
catheter complied with NAC 449.272. Employee
#2 stated he has emptied the catheter bag, but
had not received any training on the signs and i
symptoms of a urinary fract infection or i
dehydration. i
Severity: 2 Scope: 2 a}‘#“ﬂ\a— FAQ'L'TY wil Ao T
Y 830 WAIVERS ' \I £20 I PmT
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prohibi om being adm 0 a residential ‘
facility or remaining as a resident of the facility i ResipewT RegoiRing Al
pursuant to NAC 449.271 to 449.2734 , inclusive. AT, enN AL EXenfTio
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This Regulation is not met as evidenced by:

If deficiencies are cited, an approved plan of correction must be retumed within 10 days after receipt of sistatement of deficiencies.
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Based on interview on 3/23//11, the facility failed
to ensure a exemption was requested to admit . )/ §30 ¥/
and retain a resident with a Foley catheter IN= pTIncheenT
(Resident #1). ,

Severity: 2 Scope: 1

Y 936 449.2749(1)(e) Resident file-NRS 441A ves | Y736 o
SS=E Tuberculosis ‘ \ a) ALC Resipenls W
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NAC 449.2749 O <. i‘ TB Testing vpen

1. A separate file must be maintained for each . \@L il %D ;}; U 72 TDP 7

resident of a residential facility and retained for at | W I TIAUES—

least 5 years after he permanently leaves the Fre 7’}1 .

facility. The file must be kept locked in a place o

that is resistant to fire and is protected against PQ,S/ 203 T #H ) Ro .oV,

unauthorized use. The file must contain all ANp Slep TB

records, letters, assessments, medical oTe whll Be

information and any other information related to ALL C Hﬁ/ =3 ! -

the resident, including without limitation: Resewved UJpon

(e) Evidence of compliance with the provisions of Rec T PDMTIAV ER

chapter 441A of NRS and the regulations adopted A o 5“ SyERy 3 monT HS
7. ernvSorel Compliader
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pursuant thereto.
Mon ,TokL FoR QIM\PI;Q&U&”

This Regulation is not met as evidenced by:
Based on record review on 3/23/11, the facility 4
failed to ensure 1 of 4 residents complied with (4 T , ! g// >0/
NAC 441A.380 regarding tuberculosis testing :

N 93¢

(Resident #1-missing 2nd Step for 2011).
Severity: 2 Scope: 2
See ATTAC hewT 1 £ 2

i

Y 997 449.2756(1Xf)(3) Alzheimer's Facility-Yard fenced | Y 997
SS=F : ’

" NAC 449.2756
1. The administrator of a residential facility which
provides care to persons with Alzheimer's

f deficiencies are cited, an appmved plan of correction must be retumed within 10 days after receipt of thi statement of deficiencies.
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disease shall ensure that: A 4L gaTes T Loekak
(f) The facility has an area outside the facility or a Faeils’ ¥y (otll Bo hoeke
yard adjacent to the facility that: ‘ s |
(3) Is fenced. AT AL Tme
All gates leading from the secured, fenced area TAZ/ STAFF +AS Bud’-)
or yard to an unsecured open area or yard must r The
be locked and keys for gates must be readily EDveATED /Um o P
available to the members of the staff of the facility - IMPOoRTANCE—
at all times. I mAanTAN 192G
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This Regulation is not met as evidenced by:
Based on observation on 3/23/11, the facility
failed to ensure 1 of 1 gates located in the
backyard leading to the front of the facmty was
secured.
Severity: 2 Scope: 3
f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of thi istatement of deficiencies.
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